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Upper respiratory tract infection (URTI) is a nonspecific term used to describe 
acute infections involving the nose, ear, nasal sinuses and throat. Although 90-
95% of URTI are viral in origin, antibiotics are often used for treatment. This 
study was conducted to assess knowledge, and reported practices of physicians 
toward prescribing antibiotics in treatment of URTI.

A cross-sectional study was conducted covering both governmental hospitals 
and PHCCs in Riyadh city. Stratified random cluster sampling was used to obtain 
2 hospitals and 10 PHCC that were sampled randomly. The study involved 267 
physicians, 144 (53.9%) from hospitals and 123 (46.1%) from PHCCs. Their 
mean age was 40.3 years (SD ± 8.3), 93 (34.8%) were males and 174 (65.2%) 
were females. Saudi nationality constituted 53 (19.9%). Most of the physicians 
were general practitioners 119 (44.6%), specialists 83 (31.3%) and residents 65 
(24.3%).

Over half (62.1%) reported being able to differentiate between bacterial and 
viral infection by physical examination, 56.6% by history of the patient, 52.1% 
by general appearance of the patient, 43.1% by nasal and throat swab, 39.0% by 
blood investigation, 3.7% did not try to differentiate and 1.9% thought that none 
of these investigations could differentiate between bacterial and viral infection. 

Out of the total physicians, 86.5% reported prescribing antibiotics for URTI 
patients and 13.5% never did. Reasons stated by those who prescribed antibiotics 
for URTI cases are documented in Table 1. The most common antibiotics 
prescribed were Amoxicillin 57.3%, Augmentin 22.5%, Erythromycin 14.3%, 
Azithromycin 7.8%, Ampicillin 6.9%, Penicillin 5.6%, Cephalosporin 4.8%, and 
Ampicillin + cloxacillin 3.9%.

Different factors thought to limit the prescription of antibiotics in URTI 
treatment were: availability of evidence of no benefit 61.5%, and an official policy 
of no antibiotic use 22.1%.

(Continued from page 18)
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All the physicians who did not 
prescribe antibiotics stated that most 
URTIs are of viral etiology. Out of 
36 physicians who did not prescribe 
antibiotics for URTIs, 58.3% stated that 
URTIs were self limiting, 19.4% stated 
that antibiotics were of no benefit, 
and 13.9% were fearful of their side 
effects.

The major causes stated for 
starting antibiotic therapy on the first 
examination of an URTI case were: 
severely ill-looking appearance of 
patient 82.8%, if patient had high grade 
fever 58.8% and the patientʼs favorable 
response to antibiotics in previous 
URTI 15.0%.

Most physicians (88.8%) agreed 
that there was a risk associated with 
prescribing unnecessary antibiotics, 
10.2% did not agree, and 1.0% did not 
know. Among physicians who believed 
that there was a risk, stated risks were 
bacterial resistance 91.0%, diarrhea 
and vomiting 69.9%, fungal and 
commensal growth 69.4%, unnecessary 
cost 58.0%,   allergy 55.8%, decreased 
immunity 45.1%, and renal and hepatic 
complications 42.1%.

Of the total, 76.4% agreed that 
there was a general over-prescription of 
antibiotics, 11.6% thought there was no 
over-prescription, and 12.0% were not 
sure. Reasons given for over-prescription 
were: uncertainty of diagnosis 53.6%, 
patient having combined conditions 
30.3%, patient demand 28.8%, physician 
belief in efficacy of antibiotics 26.2%, 
patient appearance of severe illness 
19.5%, and patient leaving the city and 
requesting antibiotics 9.7%.

− Reported by: Dr. Badria A. AlMalki, 
Dr. Abdul Jamil Choudhry (Field 
Epidemiology Training Program).

Editorial Notes: Antibiotic over-
prescription is a major health problem 
world wide. It is one of the contributing 
factors to antibiotic-resistant bacteria. 
Antibiotics are frequently prescribed 
for the management of URTI, in spite 
of the fact that the majority of these 
infections are viral in origin.

In this study, the majority of 
physicians at both PHCCs and hospitals 
(86.5%) prescribed antibiotics for URTI 
patients. A study in northern in Saudi 
Arabia showed similar results.1 This is 
different from other parts of the world, 
such as the USA where the proportion 
of antibiotic prescription previously 
reported was 48.0%.2,3

While most of physician's practices 
were satisfactory, some practices 
deviated from the correct. Some 
physicians inappropriately prescribed 
antibiotics although they recognized 
that most of the infections are viral.

The main reason behind prescribing 
antibiotics for URTI could be related 
to diagnostic uncertainty. A second 
very important factor is pressure from 
patients and their relatives.4A third 
issue is loss of a trusting relationship 
between the patient and the physician. 
These factors combined may encourage 
a defensive treatment approach, which 
includes excessive antibiotic use. A 
fourth issue relates to the patients 
expectation of antibiotic therapy when 
seeking treatment, which may be the 
purpose of their office visit. 

Most physicians stated prescribing 
antibiotics to prevent secondary 
bacterial infection. However, antibiotic 
administration do not reduce the 
incidence of these infections.4 Also, 
physicians agreed that overuse 
of antibiotics was a major factor 
contributing to development of antibiotic 

resistance. This has been documented 
in several surveys.2,3 Diarrhea and 
vomiting increase growth of fungi 
and commensals, decrease immunity, 
allergy, unnecessary cost and serious 
renal and hepatic complications were 
risks that could occur due to antibiotic 
over-prescription. The immediate 
hazards, however, are their side effects 
and additional cost of therapy.2,3

In this study, Amoxicillin, 
Augmentin and other broad-spectrum 
antibiotics were found to be the most 
significantly prescribed antibiotics. 
Increasing use of broad-spectrum 
antibiotics has important implications 
for bacterial resistance, and they 
provide little clinical advantage over 
narrow-spectrum antibiotics or no 
antibiotic therapy at all.2,3 It seems 
that physicians have increased their 
reliance on newer, largely broad-
spectrum antibiotics, which may breed 
a new crisis in antibiotic resistance. 
By prescribing antibiotics for URTI a 
substantial proportion of resources are 
used for non-indicated and ineffective 
treatments.5

Physicians who had received short    
training courses or had read guideline or 
protocol had better practices compared 
to others.

Antibiotic prescription for URTI 
patients remains a common problem. 
The study reinforces the need for 
training courses for physicians and 
the need to implement forthwith the 
Saudi national program for diagnosis 
and treatment of RTI. The high rates 
of antibiotic prescription, the wide 
variations in practice patterns, and 
the strong association of non-clinical 
factors with antibiotic choice suggest 
opportunities to improve prescription 
patterns.       

References :
1. El-Gilany AH. Acute respiratory 
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prescribing for non-specific upper 
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(Continued on page 23)

Table 1: Reasons for prescribing antibiotics for URTI patients (N= 240)

Type of virus
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٪No.

57.5

23.8

23.0

18.0

12.1

10.4

7.5

5.0

138

57

55

43

29

25

18

12

Prevention of secondary bacterial infection

Relief of symptoms and signs of infection

Shortening the duration of illness

Inability to differentiate between bacterial and viral infection

Demand / pressure from patient or relatives

Suspicion of bacterial infection

Reading relevant articles including treatment with antibiotics

Advice from more experienced physicians



Knowledge, Attitude and Practice of physicians working 
in Primary Health Care centers towards Acne vulgaris.

Acne vulgaris is an extremely 
common inflammatory skin disorder. 
This study was carried out to assess 
the knowledge, attitude, and practices 
of Primary Health Care Physicians 
(PHCPs) towards acne vulgaris and its 
management in Riyadh city.

A cross-sectional study was 
conducted, where 30 out of 68 Primary 
Health Care Centers (PHCCs) were 
randomly selected, representing about 
44% of all PHCCs in Riyadh. All 144 
physicians (76 males, 68 females) in 
the selected PHCCs were approached. 
During the months of June, July and 
August 2000, a self-administered 
anonymous confidential questionnaire 
was distributed, composed of 34 items 
including demographic data, questions 
related to knowledge, attitude and 
practice regarding acne vulgaris, 
measures that improve PHCPs ability in 
managing patients with acne vulgaris, 
and suggested measures to improve 
the PHCC to become more suitable for 
management of acne vulgaris. Grading 
of PHCPs knowledge was by using 
a scoring scale where each item was 
given a score of one for each correct 
answer and zero for each incorrect 
answer. Knowledge on acne vulgaris 
was categorized into poor or good based 
on the distribution of the scores. Those 
whose scores fell below one standard 
deviation of the mean were categorized 
as having poor knowledge (score of 
32).

Between June and august 2000, a 
total of 144 (PHCPs) from 30 PHCC 
had responded, with a response rate of 
92.4%. There were 76 males (52.8% ) 
and 68 females (47.2%) , with a ratio 
of 1.1:1. The mean age (±SD) was 
(42.7 years ±8.5). Only 17 were Saudis 
(11.8%); 2 males and 15 females. Most 
had no postgraduate qualifications 
(92.2%). The mean duration of 
experience in PHC was (9.7 years ± 
7.34).

Acne vulgaris was regarded, 
correctly, as a common skin condition 
in Saudi Arabia by the majority of 
PHCPs (71.8%). Hormonal factors 
were considered to be the cause of acne 
vulgaris by 117 (81.3%) and bacterial 
causes (Propionibacterium acnes) by 
82 (57%), 55 (38%) considered that 
the exact cause of acne vulgaris is still 
unknown, and 11 (7.6 %) were not 
sure.

According to the PHCPs  ̓ opinion, 
128 (89%) and 107 (74.3 %) believed 
that the common presentation of acne 
vulgaris are comedones (white or black 
heads) and pustules respectively.  

Stress, cosmetics, sweating and 
foods were considered as factors that 
made acne worse by 122 (84.7%), 100 
(69.4%), 76 (52.8%) respectively. 

 Regarding knowledge of drug groups 
that made acne worse, the question 
was open ended, and was answered by 
105 (72.9%). The commonest drugs 
implicated were antidepressants, anti-
tuberculous drugs, oral contraceptive 
pills, iodine, halogens, nicotine and 
alcohol. 

Acne vulgaris was considered a 
curable disease in the opinion of 76.1%, 
and only 55 (38.2%) believed it to be 
a preventable disease. The majority 
(96.3%) thought that they could 
diagnose it by physical examination 
and (12.5%) recommended laboratory 
investigations. 

Regarding treatment, the most 
common drugs mentioned were oral 
antibiotics (93.7%) and topical tretinoin 
(retin-A) (90.9%). The suggested 
duration of pharmacological treatment 
was three months (40%), six months 
(23.2%), three weeks (22.5%) and 
(7.6%) were not sure.

Regarding non-pharmacological 
(non-drug) therapy, the vast majority 
(95.8%) suggested that cleaning of the 
skin gently but thoroughly with soap 

and water, and removing all dirt or 
makeup are the best modalities.

The most common complication of 
acne vulgaris mentioned was scarring 
(61.1%). Psychological complications 
such as anxiety, depression, social 
isolation, and embarrassment were 
suggested by only a few (14.6%). 

The attitudes of PHCPs when a 
patient with acne vulgaris presented 
to PHCC were variable. The majority 
(67.8%) would start him on drug 
therapy, 23.8% would refer the patient 
to the dermatologist, and the rest 
suggested counseling and using non-
drug therapy modalities.

Regarding reasons that made the 
PHCC a suitable place for management 
of acne vulgaris were that the condition 
was easy to diagnose (71.8%), 
experience of PHCPs in managing 
such patients (60.8%), and availability 
of medications (53.9%). Regarding 
enough consultation time only 38.6% 
agreed. 15 (10.4%) stated other reasons 
such as counseling, health education 
and non-drug therapy modalities.

Reasons stated that PHCC was not 
a suitable place for management of 
acne vulgaris were lack of knowledge 
of PHCPs (6.5%), lack of medications 
(29.7%), problems with patient files 
(13.8%), lack of appointment system 
(15.2%), and unwillingness of patients 
to be treated by PHCP (23.9%). Other 

(Continued on page 20)

Table 1: Reasons stated by PHCPs for not managing Acne vulgaris 
in PHCC distributed by gender, Riyadh, Saudi Arabia, 2000.

Total
n = 144

n %
P-value

lack of knowledge
   Agree
   Disagree  

5 ( 6.8)
69 (93.7)
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Reason
Females

n = 68
n %

Males
n = 76
n %

4 ( 6.3)
60 (93.7)

9 ( 6.5)
129 (93.5)

0.82

lack of medications
   Agree
   Disagree  

18 ( 24.3)
56(75.7)

23 ( 35.9)
41 (64.1)

41 (29.7)
97 (70.3)

0.19

lack of with patient files
   Agree
   Disagree  

6 ( 8.1)
68 (91.9)

13 (20.3)
51 (79.7)

19 ( 13.8)
119 (86.2)

0.07

lack of appointment system
   Agree
   Disagree  

8 ( 10.8)
66 (89.2)

13 ( 20.3)
51 (79.7)

21 ( 15.2)
117 (84.8)

0.19

Patients not willing to be treated of PHCc
   Agree
   Disagree  

15 ( 20.3)
59 (79.7)

18 (28.1)
46 (71.9)

33 (23.9)
105 (76.1)

0.38



(Continued on page 19)

reasons such as lack of laboratory 
investigations and patients need for a 
dermatologist were suggested by only 8 
(5.6%).

Regarding education of patients with 
acne vulgaris, 41.4% claimed that they 
educated the patients always, 26.7% 
often, 28.0% sometimes, 2% rarely, and 
only 1.4% never educated their patients.

To improve their ability in 
management of acne vulgaris in the PHC-
setting, the majority of physicians agreed 
on: provision of drugs (76.8%), improving 
their knowledge (76.8%), improvement 
of the referral system (52.5%), and 
improvement of a communication system 
between the hospital and the PHCC 
(9.2%).

The main sources of knowledge about 
acne vulgaris reported were Textbooks 
(90.8%), medical journals (59.2%), and 
colleagues (36.9%). 

There were differences in the score of 
knowledge according to the PHCPs years 
of experience. Those with over 15 years 
of experience had a significantly better 
knowledge than the rest.

An attempt was made to categorize 
knowledge into poor and good based on 
the distribution of the scores. Results 
of scoring yielded 84% with good 
knowledge. Apart from the years of 
experience (p-value=0.03), none of 
the other variables such as age, sex, 
nationality, and qualifications, had any 
statistically significant association with 
knowledge.      

                  
− Reported by: Dr. Ahmad H. Al-Hazmi
(Riyadh Health Region, MOH), 
Professor Jamal S. Al-Jarallah 
(Department of family and Community 
Medicine, College of Medicine, King 
Saud University). 

Editorial notes: Acne vulgaris is a 
very common inflammatory skin disorder, 
which importance stems from its negative 
psychological consequences, including 
diminished self-esteem, social withdrawal 
due to embarrassment, depression and 
unemployment.1

It is encouraging that the majority of 
physicians in this survey were aware of 
the presentation of acne, however, only 
14.8% were aware of its psychological 

and emotional impact on patients. 
The exact cause of acne vulgaris is 

still unknown.1,2 In this study, about 80% 
of PHCPs correctly related the cause of 
acne to hormonal changes. Androgens, 
poor hygiene, exposure to oils or grease 
and heredity are the main factors that may 
help in the development of acne vulgaris 
in the opinion of most of the physicians 
in this study, which is consistent with the 
literature.1   

Acne vulgaris is not a preventable or 
curable skin disorder, and the recurrence 
rate is high in young age, along with 
short duration of treatment.3 In this study 
over 75% of PHCPs believed that acne is 
curable, and around 40% regarded it as 
preventable. This inaccurate knowledge 
should be addressed and modified.

Fortunately, the majority of PHCPs 
(86%) could diagnose acne vulgaris by 
physical examination only, while only 
a small number suggested laboratory 
investigations, which are well known not 
to be required.4

Most patients with acne present to 
primary care physicians for treatment 
and only a small proportion are referred 
to a dermatologist.3 The opinions of 
PHCPs regarding whether the PHCC was 
a suitable place for management of acne 
vulgaris varied. 

When PHCPs were asked about 
measures that can improve management 
of acne vulgaris in the PHC-centre, 
over half of them suggested improving 
knowledge of the PHCPs by providing 
training courses, improving the referral 
system at the PHCC, maintaining the 
availability of drugs at the PHCC, and 

improving accessibility between the 
hospital and PHCCs. 

Textbooks were reported to be 
the main source of knowledge for the 
majority of PHCPs about acne vulgaris, 
followed by medical journals. Only 5 
physicians had received special training 
in dermatology. 

The management of acne vulgaris 
should be the responsibility of the PHCC, 
referral being only indicated in severe or 
refractory cases. However, this survey 
showed inappropriate practice, and lack 
of knowledge among PHCPs towards this 
disease. The study should raise awareness 
of policy makers of the importance of 
continuing medical education for PHCPs 
in order to upgrade their knowledge and 
skills. 

References:
1. Brown SK, Shalita AR. Acne vulgaris. 

Lancet 1998; 351: 1871-6.
2. Preston D. The misery of acne: A look 

at the treatment options. Community 
nurse 1999; 5:13-14.

3. Lucky AW, Biro FM, Simbartl LA, 
Morrison JA, Sorg NW. Predictors 
of severity of acne vulgaris in young 
adolescent girls: Results of a five-year 
longitudinal study. J Pediatr 1997; 13: 
30-39.

4. Norman L, Sykes JR, Webrter GF. 
Acne: A review of optimum treatment. 
Drugs; 1994;48:59-69
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An increase in the number of 
Hepatitis A cases was reported 
from scattered villages in Dhulaiʼa 
Rasheed, Qassiem region. A case 
control study was conducted to 
describe this outbreak, identify 
possible risk factors and provide 
recommendations for control and 
prevention. A case was defined as any 
person living in Dhulaiʼa Rasheed 
governorate and presenting at one 
of the health facilities with jaundice 
and/or diagnosed as suffering from 
hepatitis A clinically and/or confirmed 
by laboratory tests during the period 
of 14/9/1426 to 1/4/1427 (18 October 
2005 to 30 April 2006). Two controls 
were selected for each case. Data was 
collected by face to face interviews.

The outbreak occurred in the 
period between 11/08/1426 to 
01/04/1427 H. The epidemic curve 
showed five peaks which most likely 
represented a person to person spread 
and maybe some sort of extended 
common source (Figure 1). 

The cases were scattered in 
20 different villages, with varied 
distances. Their ages ranged from 
3-12 years (mean ±SD = 5.4±2.2). 
There were 62 males (59.0%), and 
43 females (41.0%). Nineteen were 
students attending different primary 
schools. All were Saudis. We were 
able to interview 210 controls who 
fulfilled the criteria of the control 
definition. Their ages ranged from 
3-13 years (mean ±SD = 6.2 ±2.3), 
there were 119 males (56.7%), and 
91 females (43.3%), and 61 were 
students at primary schools, all were 
Saudis. 

Significant Risk factors identified 
were contact with a known case 
(OR=1.7, 95% CI=1.01-2.95). The 
risk was much higher when the cases 
were relatives (OR=7.79, 95% CI= 

1.10 – 67.13). Contact with a neighbor 
with jaundice (OR=4.44, 95% 
CI=2.15 - 9.23) was also statistically 
significant. 

The study showed that 74.3% of 
cases washed their hands before eating, 
compared to 97.1% of controls (OR= 
0.09, 95% CI= 0.03–0.21). Washing 
hands with water and soap before 
eating was reported by 5.1% of cases 
compared to 6.9% of controls (OR= 
0.06, 95% CI= 0.01 – 031). Washing 
hands after eating was reported by 
76.2% of cases, compared to 98.1% 
of controls (OR= 0.06, 95% CI= 0.02 
- 0.18). Also, 73.3% of cases washed 
hands after going to toilet compared 
to 95.2% of controls (OR= 0.14, 95% 
CI= 0.06 – 0.29). Washing hands 
with water and soap after going to 
toilet was reported by 11.7% of cases, 
compared to 10.5% of controls (OR= 
0.15, 95% CI= 0.05 - 0.50). 

Immunization of the population 
at risk with Immunoglobulin (Ig) 
was carried out by the preventive 
department of Al Qassiem health 
directorate as part of the control 
measures applied. About 45.7% of 
controls had received the Ig, 30.5% of 
the cases had also been immunized, 
but they had received the Ig after 
acquiring the infection, therefore 
those who had received the Ig among 
the controls were protected against 
infection (OR= 0.52, 95% CI = 0.31 
- 0.88). 

There were 9 different water 
sources, represented by scattered 
shallow wells around Dhulaiʼa 
Rasheed area. The water was brought 
to the households by tank vehicles 
(Wayet) for all the 20 villages where 
the cases were reported. All the water 
samples which were taken from the 

nine wells and also the samples from 
different households and schools 
were chemically and biologically 
contaminated and incompatible for 
human use. The schools and shops 
in these areas used the same sources 
of water that was used by the houses. 
Indeed, there was no general sewage 
system in these villages; each house 
had its own sewage system, such as: 
Bayara or artesian-well-hole. These 
artesian-well-holes used for sewage 
disposal are done by digging a deep 
hole down to 40 meters below earth. 
We found that 98.1% of cases and 
100% of controls used Bayara for 
sewage disposal, and 1.9% of cases 
and none of the controls used artesian 
well-hole, which meant that the type 
of sewage disposal was not a risk 
factor for acquiring the infection. 

− Reported by: Dr. Osama AlHayani, 
Dr. Abdullah Al Rabeah, Dr. Nasser 
Al Hamdan (Field Epidemiology 
Training Program).

Editorial Notes: Hepatitis is a 
common medical condition caused by 
a wide range of viruses: A, B, C, D 
& E. 

Hepatitis A is one of the oldest 
illnesses in human record. It occurs 
sporadically and epidemically 
worldwide, with a tendency to cyclic 
recurrences.1 It is endemic in many 
parts of the world, including Saudi 
Arabia, where viral hepatitis A is a 
major cause of morbidity. It has been 
observed that nearly 41% of cases 
of viral hepatitis in western Saudi 
Arabia were due to HAV.1 Hepatitis 
A is considered endemic in most of 
the villages of Al Qassiem region. 
However, several factors could 
explain this local upsurge of the 
disease. In this study, shallow wells  
represented the only source of water 
supply to Dhulaiʼa Rasheed area, and 
are possible extended common source 
of infection, whether in household or 
school environments. Also, a person-
to-person transmission pattern could 
be established due to a low socio-
hygienic status. Unfortunately, 
facilities for HAV isolation with 
sub typing were not available and 
the outbreak was disrupted by 
passive immunization of most of the 
population . 

It is well known that the best methods 

Hepatitis ''A'' Outbreak in Dhulai’a Rasheed, Al Qassiem 
region, 2006.
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Qassim Region, 2006



 .áæeõe á«°ùØæJ ¢VGôeCG

 ‘Éc πµ°ûH AÉÑWC’G ÖjQóJ ≈∏Y á«°UƒàdG â“

 äÉeGóîà°SG øY IÒ°üb äGQhOh πªY ¢TQh ÒaƒJ h

 á°UôØdG  á`̀MÉ`̀JEG  ≈∏Y  πª©dG  h  á`̀jƒ`̀«`̀◊G  äGOÉ`̀°`̀†`̀ŸG

 Éª«a  ÖjQóàdG  øe  ójõŸG  ≈∏Y  ∫ƒ°üë∏d  AÉÑWCÓd

 …ƒ∏©dG  »°ùØæàdG  RÉ`̀¡`̀÷G  ¢`̀VGô`̀eCG  êÓ`̀©`̀H  ¢üàîj

 ÇQGƒ``£``dG ΩÉ`̀°`̀ù`̀bCG ‘ Ú`̀∏`̀eÉ`̀©`̀dG AÉ`̀Ñ`̀WCÓ`̀d á`̀°`̀UÉ`̀Nh

 ,á«eƒµ◊G  á«ë°üdG  õcGôŸGh  á«LQÉÿG  äGOÉ«©dGh

 äGOÉ°†ŸG ∫ƒM ™ªàéŸG iód »YƒdG ô°ûf ¤EG áaÉ°VEG

.É¡eGóîà°SG iód á∏ªàëŸG äÉØYÉ°†ŸGh ájƒ«◊G

 …QOƒ°T  π«ª÷GóÑY  .O  ,»µdÉŸG  ájQóH  .O  :OGó`̀ YEG  -

 .(»∏≤◊G äÉ«FÉHƒdG èeÉfôH)

 …óÑµdG  ÜÉ`̀¡`̀à`̀d’G  »°ûØJ  ø`̀Y  ô`̀jô`̀≤`̀J

 ó«°TQ ™«∏°V õcôe ‘ ( CG  ) »°ShÒØdG

 á`̀¶`̀aÉ`̀ ‘ É``̀¡``̀d á``̀©``̀HÉ``̀à``̀dG iô````≤````dGh

 ™`̀«`̀HQ ,º`̀«`̀°`̀ü`̀≤`̀dG á`̀≤`̀¶`̀æ`̀Ã á`̀«`̀fÉ`̀¡`̀Ñ`̀æ`̀dG

 `g 1427 ÊÉãdG

 ÜÉ`̀¡`̀à`̀dG ä’É````M Oó```̀Y OÉ`````̀jORG ø``̀Y ≠`̀«`̀∏`̀Ñ`̀à`̀dG ”

 ó«°TQ  ™«∏°V  õ`̀cô`̀e  ‘  »`̀FÉ`̀Hh  πµ°ûH  (  CG  )  …óÑµdG

 √ójôH  áæjóe øY ó©Ñj  …ò`̀dGh  ¬d  á©HÉàdG  iô≤dGh

 äÉ«FÉHƒdG èeÉfôH øe ≥jôa ¬LƒJ .ºc 180 ‹GƒM

 ™e  ´É`̀ª`̀à`̀L’G  ”h  º«°ü≤dG  á≤£æe  ¤EG  »`̀∏`̀≤`̀◊G

 õcGôŸ ΩÉ©dG ôjóŸG óYÉ°ùeh á«ë°üdG ¿hDƒ°ûdG ôjóe

 »FÉbƒdG Ö£dG º°ùb AÉÑWCGh á«dhC’G á«ë°üdG ájÉYôdG

 ä’É`̀◊G  øY  IôaƒàŸG  äÉeƒ∏©ŸG  á©LGôŸ  ájôjóŸÉH

 â“ Éªc ,»FÉbƒdG º°ù≤dG É¡H ΩÉb »àdG äGAGô`̀LE’Gh

 ≈Ø°ûà°ùŸG  ô`̀jó`̀e  á∏HÉ≤eh  ¢`̀Sô`̀dG  ≈Ø°ûà°ùe  IQÉ``̀jR

 ¢SôdG  á¶aÉëÃ  á«ë°üdG  äÉeóÿG  ≈∏Y  ±ô°ûŸG)

 »ë°U  õcôe  ôjóe  ∂dòc  h  (á«fÉ¡ÑædG  á¶aÉh

 ä’ÉM  á©HÉàŸ  ∞∏µŸG  »Ñ£dG  ≥jôØdGh  ó«°TQ  ™«∏°V

 á£HÉ°V á°SGQO  AGô`̀LG  ” .á≤£æŸG  ‘ á«°TÉØdG  √òg

 ™«∏°V ‘ (CG) óÑµdG ÜÉ¡àdG á«°TÉa ∞°Uh ¤EG ±ó¡J

 IQƒ£ÿG  π`̀eGƒ`̀Y  á`̀°`̀SGQO  ,º«°ü≤dG  á≤£æÃ  ó«°TQ

 øe  äÉMÎ≤ŸÉH  ójhõàdG  ,á«°TÉØdG  çhó`̀◊  á`̀jODƒ`̀ŸG

 .iôNCG Iôe É¡KhóM ™æeh á«°TÉØdG ‘ ºµëàdG πLCG

 ≥jôW  øY  á≤£æŸG  ¿Éµ°S  ≈∏Y  á°SGQódG  äòØf  óbh

 øe  á«FGƒ°ûY  äÉæ«Y  äò`̀NCG  Éªc  ,á«dõæŸG  äGQÉ`̀jõ`̀dG

.∫RÉæŸGh ¢SQGóŸGh QÉHB’G  √É«e

 πØ£d  1426-8-11  ïjQÉàH  ádÉM  ∫hCG  âØ°ûàcG

 ≠∏H å`̀«`̀M ó`̀«`̀°`̀TQ ™«∏°V á`̀jô`̀b ‘ äGƒ`̀æ`̀°`̀S  3 √ô`̀ª`̀Y

 ¿ÉÑ©°T  ô¡°T  òæe  á∏é°ùŸG  ä’É``̀◊G  Oó``Y  ‹É`̀ª`̀LEG

 ‹GƒM  1427  ÊÉãdG  ™«HQ  ô¡°T  ájGóH  ¤EG  `g  1426

 ,(% 61) 88 ÚHÉ°üŸG  Qƒ`̀cò`̀dG  Oó`̀Y  ≠∏H  .á`̀dÉ`̀M 144

 á«°ùæ÷G »jOƒ©°S º¡©«ªLh (%39) 56 çÉfE’G OóYh

 π≤j øjòdG ∫ÉØWC’G øe ä’É◊G º¶©e .( % 100 )

 äGƒæ°S  4  QÉ`̀ª`̀YC’G  §°Sƒàeh  äGƒæ°S  6  øY  ºgôªY

 á∏MôŸG ‘ ¢SQGóŸG ÜÓW øe §≤a ádÉM 19 ‹GƒMh

 .(%13) á«FGóàH’G

 ∫ÓN ( CG  ) …óÑµdG ÜÉ¡àd’G ä’ÉM á©LGôÃ

 ⁄h  §≤a  á`̀dÉ`̀M  73  π«é°ùJ  ÚÑJ  ,  ≥HÉ°ùdG  ΩÉ`̀©`̀dG

 øe  á«°TÉØdG  IÎ``̀a  ¢ùØf  ∫Ó``̀N  á`̀dÉ`̀M  …CG  πé°ùJ

 øe ÒãµH  πbCG  Oó©dG  Gòg ¿ƒµj  óbh ,≥HÉ°ùdG  ΩÉ©dG

 ÜÉ¡àd’G ¢üëØd Èà óLƒj ’ ¬fCG å«M , ™bGƒdG

 º¡«∏Y  ô¡¶J  øjòdG  ≈°VôŸG  ™«ªLh  (  CG  )  …óÑµdG

 ájƒeO áæ«Y ò`̀NCG ºàj (Jaundice)QÉ`̀Ø`̀°`̀ü`̀dG ¢`̀VGô`̀YCG)QÉ`̀Ø`̀°`̀ü`̀dG ¢`̀VGô`̀YCG)

 ¢SôdG  ≈Ø°ûà°ùe  ‘  …ÈîŸG  π«∏ëà∏d  π°SôJh  º¡d

 á«HÉéjG äô¡X GPEÉ`̀a "ê"  h "Ü"  …óÑµdG ÜÉ¡àdÓd

 ä’É`̀◊G  á©HÉàe  ºà«a  á«Ñ∏°ùdG  èFÉàædG  Éªæ«H  ≠∏ÑJ

 GhOÉ`̀à`̀YG  á≤£æŸG  ‹É``̀gCG  ¿EÉ``̀a  ∂`̀dò`̀ch  .≠«∏ÑàdG  ¿hO

 õcôª∏d ÜÉgòdG ≈∏Y ¿ƒ°Uôëj Óa ¢VôŸG Gòg ≈∏Y

. ä’É◊G á©HÉàŸ »ë°üdG

 π°üJ  IÓ``̀  √É`̀«`̀e  áµÑ°T  á≤£æŸÉH  ó`̀Lƒ`̀j  ’

 É¡d IQhÉéŸG iô≤dGh ó«°TQ ™«∏°V ájô≤H ∫RÉæŸG ¤EG

 á©HÉàdG  äÉàjGƒdG  ≥jôW  øY  √É«ŸÉH  ‹É`̀gC’G  Ohõàjh

 ‹Gƒ`̀M  ó`̀Lƒ`̀J  å«M  á≤£æŸG  ‘  á«ë£°ùdG  QÉ`̀HBÓ`̀d

 »g á©°SÉàdGh  √É«ŸG  ™«ÑJ  É¡æe 8  ,á≤£æŸG  ‘ QÉ`̀HBG  9

 ójhõàH  √É«ŸG  áë∏°üe  ≥jôW  øY  Ió¡©àŸG  ácô°ûdG

 áaƒ°ûµe QÉHB’G √òg πch ÉfÉ› √É«ŸÉH á≤£æŸG ‹ÉgCG

 ™°Vh á«MÉf øe É¡«∏Y áHÉbQ hCG á©HÉàe ∑Éæg ¢ù«dh

 áµÑ°T  óLƒJ  ’  ∂dòch  ,áeÉ©dG  áaÉ¶ædGhCG  Qƒ∏µdG

 á≤£æŸÉH »Ä«ÑdG ìÉë°UE’G .á≤£æŸG ‘ »ë°U ±ô°U

 áeÉ©dG ´QGƒ°ûdÉH …QÉéª∏d íØW ógƒ°T å«M ,A»°S

 Éªc ,…QÉ`̀é`̀ŸG  ôØM øe √É«ŸG äÉ`̀fGõ`̀N Üô`̀b ∂dòch

 π``NGOh  ∫RÉ`̀æ`̀ŸG  Ú`̀H  í`̀°`̀VGh  πµ°ûH  áeÉª≤dG  ô°ûàæJ

. ¢SQGóŸG

 …óÑµdG  ÜÉ¡àd’G ä’ÉM »°ûØJ ÜÉÑ°SCG  øY ÉeCG

 É¡æe  ÜÉ``̀Ñ``̀°``̀SC’G  ø``̀e  ó``jó``©``dG  ¤EG  Oƒ``̀©``̀j  ó`̀≤`̀a  (CG)

 Éª«a  »ë°üdG  »YƒdG  OƒLh ΩóYh »Ä«ÑdG  ìÉë°UE’G

 øe ¢VôŸG π≤àæj å«M á«°üî°ûdG áaÉ¶ædÉH ≥∏©àj

 ‘ QÉ````̀HB’G √É`̀«`̀e á`̀dÉ`̀M Aƒ`̀°`̀S ∂`̀dò`̀ch ô```NB’ ¢üî°T

. á≤£æŸG

 QGô``̀ª``̀à``̀°``̀SÉ``̀H ó``̀«``̀≤``̀à``̀dG ≈``̀∏``̀Y á``̀«``̀°``̀Uƒ``̀à``̀dG â````̀“

 ¿ƒÄ°ûdG π`̀Ñ`̀b ø`̀e Iò`̀î`̀à`̀ŸG á`̀«`̀FÉ`̀bƒ`̀dG äGAGô```̀LE’É```̀H

 øe  á«ë°üdG  õ`̀cGô`̀ŸG  IQGOEG  h  º«°ü≤dG  ‘  á«ë°üdG

 º¡ª«©£Jh  Ú`̀£`̀dÉ`̀î`̀ŸGh  ä’É````̀◊G  á`̀©`̀HÉ`̀à`̀e  å`̀«`̀M

 ’ƒ°Uh  √É`̀«`̀ŸG  QOÉ°üe  áÑbGôeh  Údƒ«Hƒ∏ZÉeÉ¨dÉH

 ≈∏Y  á«°UƒàdG  â“ Éªc  .AÉHƒdG  ≈∏Y  Iô£«°ùdG  ¤EG

 áëaÉµŸGh ihó©dG ¥ôWh ¢VôŸÉH á«ë°üdG á«YƒàdG

 QÉHB’G áÑbGôe ¤EG áaÉ°VEG ,áMÉàŸG πFÉ°SƒdG ΩGóîà°SÉH

 πÑb øe äÉàjGƒdG øe Ióªà°ùŸG √É«ŸG á«Yƒf áÑbGôe h

 º««≤Jh º«KGô÷G øe Égƒ∏N ¢üëah IÉ«ŸG áë∏°üe

 .√É«ŸG ‘ Qƒ∏µdG á«ªc

 ,á`©«HôdG ˆGó`Ñ`Y .O  , ÊÉ«◊G ¬`eÉ`°SCG .O : OGóYEG -

(»∏≤◊G äÉ«FÉHƒdG èeÉfôH) ¿Góª◊G ô°UÉf .O
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á``«Hô©dG á¨`∏dÉH ¢ü`î∏e

 ΩGóîà°SG  AÉ`̀Ñ`̀WC’G  áaô©e  ø`̀Y  á`̀°`̀SGQO

 ¢`̀VGô`̀eCG êÓ``̀Y ‘ á`̀jƒ`̀«`̀◊G äGOÉ`̀°`̀†`̀ŸG

     .…ƒ∏©dG »°ùØæàdG RÉ¡÷G

 RÉ¡÷G  ¢`̀VGô`̀eCG  ø`̀e  %95-90  ¿CG  ø`̀e  ºZôdÉH

 Ωóîà°ùJ ¬fEG ’EG ,π°UC’G á«°ShÒa …ƒ∏©dG »°ùØæàdG

 ¢``VGô``e’G √ò``̀g êÓ`̀©`̀d kÉ`̀Ñ`̀dÉ`̀Z á`̀jƒ`̀«`̀◊G äGOÉ``°``†``ŸG

 Å`̀WÉ`̀ÿG Qô`̀µ`̀à`̀ŸG ΩGó`̀î`̀à`̀°`̀S’G iODƒ```̀j . á`̀«`̀°`̀ShÒ`̀Ø`̀dG

 ,áehÉ≤e  ÉjÒàµH  Aƒ°ûf  ¤G  á`̀jƒ`̀«`̀◊G  äGOÉ°†ª∏d

 GPEGh  ájƒ«◊G  äGOÉ°†ŸG  ΩGóîà°SG  Ωó©H  í°üæj  Gò`̀d

 IÎ`̀Ø`̀dh  Ohó```̀◊G  ≥`̀«`̀°`̀VCG  ‘ Ωóîà°ùJ  ,â`̀eó`̀î`̀à`̀°`̀SG

 .IOhó

 AÉÑWC’G  áaô©e  º««≤àd  á°SGQódG  √òg  âjôLCG

 á«LQÉÿG  äGOÉ`̀«`̀©`̀dG  ,ÇQGƒ`̀£`̀dG  ΩÉ°ùbCG  ‘  Ú∏eÉ©dG

 ΩGóîà°SG á«eƒµ◊G á«ë°üdG õcGôŸGh äÉ«Ø°ûà°ùª∏d

 »°ùØæàdG RÉ¡÷G ¢VGôeCG êÓY ‘ ájƒ«◊G äGOÉ°†ŸG

 AÉÑWCÓd á«°üî°ûdG πeGƒ©dG ÒKCÉJ  á°SGQO ,…ƒ∏©dG

 áaô©e  Ú`̀H  ábÓ©dG  á`̀°`̀SGQO  ,AÉ`̀Ñ`̀WC’G  áaô©e  ≈∏Y

 ,á`̀aô`̀©`̀ŸG  √ò`̀¡`̀d  »∏ª©dG  º¡≤«Ñ£J  ió``̀eh  AÉ``̀Ñ``̀WC’G

 á«é«JGÎ°SEG  OÉéjEÉH  á≤∏©àŸG  äÉ«°UƒàdG  Ëó≤J  h

 RÉ¡÷G ¢VGôeCG ‘ Ωóîà°ùŸG êÓ©dG á«Yƒf Ú°ùëàd

    .…ƒ∏©dG »°ùØæàdG

 »`̀∏`̀≤`̀◊G äÉ``̀«``̀FÉ``̀Hƒ``̀dG è``eÉ``fô``H ø``̀e ≥``̀jô``̀a ΩÉ```̀b

 á«ë°U õcGôeh äÉ«Ø°ûà°ùe â∏ª°T á«©£≤e á°SGQóH

 3 øe áfƒµe á«FGƒ°ûY áæ«Y òNG É¡«a ”  á«eƒµM

 ™«ªL º°†fCG .»eƒµM »ë°U õcôe 20h äÉ«Ø°ûà°ùe

 ¿É«Ñà°S’G áÄÑ©J ”h  á°SGQódG ‹EG Úª«≤ŸG AÉÑWC’G

 .AÉÑWC’G ≈∏Y ¬©jRƒJ ≥jôW øY

 144  º¡æe   ,Ö`̀«`̀Ñ`̀W   267  á`̀°`̀SGQó`̀dG  â∏ª°T    

 øe  (%46  ,1)  123  h  äÉ«Ø°ûà°ùŸG  ø`̀e  (%  53,9)

 QÉªYCG §°Sƒàe ¿CG óLh . á«eƒµ◊G á«ë°üdG õcGôŸG

 .8^3 )  ± …QÉ«©ŸG ±Gôëf’G) áæ°S 40 .3 AÉÑW’G

 ´ƒª› øe %  19^4áÑ°ùf ÚjOƒ©°ùdG AÉÑWC’G πµ°T

 AÉÑWC’G  º¶©e  .  á°SGQódG  º¡à∏ª°T  øjòdG  AÉÑWC’G

.ÚeÉ©dG AÉÑWC’G øe GƒfÉc

 ¿ƒØ°üj AÉÑWC’G øe %  86^5 ¿CG á°SGQódG äóLh

 »°ùØæàdG  RÉ¡÷G  ¢VGôeCG  êÓ©d  ájƒ«◊G  äGOÉ°†ŸG

 øe Ú∏«°ù°ùcƒeG  …ƒ«◊G OÉ°†ŸG  ¿CG  óLh .…ƒ∏©dG

 øe ∞°Uh óbh ∞°UƒJ »àdG ájƒ«◊G äGOÉ°†ŸG ≈∏YCG

 ÜÉÑ°SC’G º`̀gCG ø`̀e ¿É`̀ch ,AÉ`̀Ñ`̀WC’G ø`̀e %  57^3π`̀Ñ`̀b

 GPEG á©ØJôŸG IQGô◊G äGOÉ°†ŸG ΩGóîà°SG ‹EG äOCG »àdG

  ‹GƒM ¿CG óLh .áÄ«°S ¢†jôª∏d áeÉ©dG ádÉ◊G âfÉc

 º¡FÉ£YEG  óæY  »°VôŸG  Gƒ©HÉJ  AÉ`̀Ñ`̀WC’G  ø`̀e  %62,5

 .ájƒ«◊G äGOÉ°†ŸG

 äGOÉ°†ª∏d AÉÑWC’G ±ô°U ΩóY ÜÉÑ°SCG ºgCG øe

 RÉ`̀¡`̀÷G ¢```̀VGô```̀eCG º`̀¶`̀©`̀e ¿CG º`̀gOÉ`̀≤`̀à`̀YG á`̀jƒ`̀«`̀◊G

 øe % 55 .6 øµdh π°UC’G á«°ShÒa …ƒ∏©dG »°ùØæàdG

 ájƒ«◊G äGOÉ°†ŸG ¿ƒaô°üj ób º¡fCG GhôcP AÉÑWC’G

 º¡jód ¿CG GhóLh GPEG …ƒ∏©dG »°ùØæàdG RÉ¡÷G »°VôŸ



(Continued from page 10)

of control and prevention at endemic 
areas depend on eliminating the source 
of infection and identification of the 
mode of transmission. It was clear that 
transmission was in favor of person-to-
person and one of the major risk factors 
was the neglect of the cases to follow 
basic hygienic practices by washing 
hands at least after going to toilet and 
before eating. Good personal hygienic 
practices play a significant role in 
protection against acquiring infection.2

   This outbreak of Hepatitis A is very 
similar to previous outbreaks that 
occurred at rural communities in the 
Kingdom, in which person-to-person 
transmission was implicated.4,5 This 
outbreak can also be treated as an 
exacerbation of the endemic person-
to-person, feco-oral transmission of 
disease which is prevalent in such 
areas with poor water supply and low 
socioeconomic status.2

   Immunoglobulin mass immunization 
applied by the preventive department 
of Al Qassiem health Directorate was 
efficient in controlling the outbreak 

when direct contacts were vaccinated. 
This was able to reduce the incidence 
of HAV secondary cases but could not 
stop new cases from appearing. Many 
studies consider passive immunization 
with immunoglobulin as the first 
choice in prevention and control of 
HAV epidemics and as a post exposure 
prophylaxis.6 The effectiveness of the 
Ig lasts only for a few months, so it is 
required to be re-administered every 
three to six months. 

   The fact that scattered cases appeared 
in 20 villages within a period of 29 
weeks may exclude the possibility of 
common source transmission. Drinking 
water from taps at houses or in the 
street was not associated with acquiring 
the disease, which proves that this 
was not a common source epidemic, 
which would have resulted in a much 
wider spread of cases and more family 
members would have been affected at 
the same time. However, the possibility 
of extended common source model 
could not be totally excluded, specially 
with the contamination of all water 
sources in the area and the significant 
association of drinking water from 
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the school cooler with acquiring the 
infection. Underreporting may also 
play a role of underestimation of the 
strong endemicity of HAV in Dhulaiʼa 
Rasheed area.
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Comparisons of selected notifiable diseases, Jul - Sept. 
2005 - 2006

 Selected notifiable diseases by region, Jul - Sept
2006
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Diseases of low frequency, Jul - Sept 2006
Yellow fever, Plaque, Poliomyelitis, Rabies, Haemolytic Uraemic Syndrome: No Cases 
Pertussis: 15 Cases (Qassim 8, Jeddah 4, Qunfudah 3) 
Neonatal Tetanus: 2 Cases (Taif 1, Jeddah 1) 
Ecchinoccocosis: 3 Cases (Riyadh 2, Baha 1)
Guillian Barre Syndrome: 31 Cases (Tabuk 7, Riyadh 6, Eastern 5, Asir 4, Jazan 2, Hasa 2, Bisha 2, 
Madinah 1, Jeddah 1, Qassim 1) 
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